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GUIDELINES FOR THE CONTROL OF M.R.S.A. IN

Methicillin-resistant Staphylo-
cocus aureus (MRSA), like all S.
aureus, is a gram positive coccus that
tends to grow in clusters. In contrast
to methicillin-sensitive S. aureus
(MSSA), MRSA is resistant to all
beta-lactam antibiotics, including
semisynthetic penicillinase-resistant
penicillins such as methicillin, oxacil-
lin and naftillin, and cephalosporins
such as cephazolin. MRSA is also
usually resistant to other classes of
antibiotics such as aminoglycosides.

Some strains of MRSA may also
carry resistance to some antiseptics.
This resistance is probably of little
practical significance, since it does
not appear to alter the efficacy at
antiseptic concentrations used for
handwashing,

Epidemiology

S. aureus, including the methicil-
lin-resistant strains, is commonly
found colonizing healthy individuals.
It may be carried on the skin, in the
anterior nasal cavity or in the inter-
triginous folds without any adverse
effect on the individual. From 70-90%
of adults may be transiently colo-
nized with S. aureus, and up to 20%
of individuals may be colonized for

NURSING HOMES*

longer periods. From 50-70% of
health care workers, including
nurses, nurses aides and technicians
may be colonized with this organism.
Although colonization is common, in-
fections are infrequent.
Transmission of S. aureus has
been linked only on rare occasions to
long-term carriers and is more likely
a result of transmission from patient

to patient by transiently colonized
staff, at least in hospital outbreaks.
Fomites (objects such as linen or
gowns) have not been implicated as
vectors in transmission of MRSA,
and only rarely in the transmission of

MSSA.

Pathogenicity

S. aureus is capable of producing a
variety of infections including ab-
scesses, pneumonias, cellulitis,
wound infections and sepsis. Risk
factors for infection include admis-
sion to a tertiary care center, admis-
sion to a burn unit or intensive care
unit, open wounds and indwelling in-
travenous catheters. Additional
groups of patients who are at highest
risk for staphylococeal infection are
patients with prolonged hospitaliza-
tion, who are immunosuppressed,
who have received multiple antibiot-
ics or those over the age of 65.

Although MRSA may not differ in
pathogenicity from other sensitive S.
aureus strains, infection with MRSA
requires more complicated and ex-
pensive treatment. The treatment of
choice for MRSA infection is vanco-
mycin, which must be administered
by intravenous infusion. Treatment
with vancomycin has been very effec-
tive, but is expensive and may cause
nephrotoxicity or ototoxicity, espe-
cially in elderly and debilitated pa-
tients.

Colonization

Asymptomatic colonized individu-
als do not usually require topical or
systemic antimicrobial "treatment,”
which is often ineffective, in an at-
tempt to eliminate or suppress car-
riage. Possible exceptions include im-
munosuppressed patients, personnel
epidemiologically identified as
sources of infection or individuals
who are at high risk of transmitting



the organism because of behavior
characteristics such as a mental re-
tardation or confusion.

If resources permit, newly admit-
ted patients may be screened to iden-
tify colonized patients in a hospital
where the organism has not become
established. The colonized patient in
this setting represents a potential
reservoir and may expose individuals
at highest risk for severe infection.
Isolation of a colonized patient under
these circumstances is reasonable.
Discharge of this individual as soon
as possible is an additional measure
which may reduce risk of exposure
and eliminate a potential reservoir.

Admission of a patient colonized
with MRSA to a nursing home repre-
sents a somewhat different circum-
stance than a colonized patient in the
hospital. Nursing home patients are
generally healthier and although
they are usually over age 65, have
fewer risk factors for infection with
MRSA. It would be impractical to iso-
late all colonized nursing home pa-
tients.

Studies suggest that many nurs-
ing home patients are already colo-
nized. A study by Macoluso and oth-
ers in 1988 reported that 9% of resi-
dents were colonized in one skilled
nursing facility. In a Chicago commu-
nity hospital study, 53% of S. aureus
isolates from infected or colonized pa-
tients admitted from a nursing home
were MRSA, compared with 13% of
isolates from patients admitted from
the community. Sixty percent of
nursing home patients admitted to a
northern Virginia hospital in 1989
had S. aureus isolated and 53% of
those isolates were MRSA, compared
with S. aureus isolation in 15% of
community patients, 14% of which
were MRSA. Although not every
nursing home has patients colonized
with MRSA, these studies suggest
that nursing homes may provide an
additional reservoir for the organism.

Patient Transfer

There is no reason why a MRSA-
colonized patient should not be ad-
mitted to a nursing home, and coloni-
zation of a nursing home resident is
not an indication for hospitalization.
The determination of whether a nurs-
ing home resident has a MRSA infec-
tion should be made by a physician,
who can also determine the need for
hospitalization,

Some important considerations in
transferring colonized patients from
hospital to nursing home include the
following:

e The nursing home should be con-
tacted in a timely manner to permit
arrangement for acceptance of a
colonized patient. Finding a room-
mate who is either colonized or not
at risk for infection with MRS A may
require in-house transfer, which may
not be possible on an immediate ba-
sis. It should also be clearly stated
that the patient is colonized but not
infected or has had an infection ap-
propriately treated, since a positive
culture report from a hospital, with-
out further explanation, may be con-
fusing and alarming to the nursing
home.

e Routine cultures for MRSA or §.
aureus are not recommended for
nursing home patients and staff ex-
cept in an outbreak situation. Colo-
nization may be transient and a posi-
tive culture is generally not meaning-
ful unless epidemiologically linked
to infection, As mentioned above,
routine "treatment” of colonized in-
dividuals is not recommended be-
cause it is difficult to eradicate the
organism. Under special circum-
stances, such as colonized patients
who are immunosuppressed or oth-
erwise at high risk of infection, at-
tempts to eradicate carriage may be
appropriate at the direction of the
attending physician.

e Given sufficient resources, the nurs-
ing home may consider cohorting
known MRSA-colonized individu-
als. A colonized patient may be
roomed with another MRSA-colo-
nized patient, or with an otherwise
healthy patient. A colonized patient
should not be roomed with a patient
at high risk of infection. Patients at
high risk include immunosuppressed
patients, patients with gastric feed-
ing tubes, intravenous catheters, or
wounds. If patients are cohorted, the
nursing home should minimize
crossover of staff from colonized to
non-colonized patients.

Prevention

Since it is impossible to identify all
colonized patients and given the evi-
dence to suggest an endemic level of
colonization in many nursing homes,
it should be assumed that all persons
are potential carriers. This is similar
to the concept of universal precau-

tions for prevention of HIV transmis-
sion.

Thorough handwashing should al-
ways be performed after skin to skin
contact with a patient (e.g. turning a
patient and assistance in dressing),
regardless of MRSA status. Hand-
washing is the single most important
procedure for preventing nosocomial
infections and transmission of the or-
ganism from patient to patient.
Handwashing should also be per-
formed between care of different ana-
tomical sites on a patient.

Gloves should be worn for contact
with all wounds, invasive sites and
mucous membranes, and discarded
before contact with another patient,
regardless of MRSA status.

Colonization with a resistant
staphylococcal organism is not an in-
dication for hospitalization or refusal
of admission to a nursing home.
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* Submitted by Penberthy, MD, MPH,

Assistant State ﬁmwt, VDH

SURVEILLANCE
CASE DEFINITION*

A case of Lyme disease is defined,
for epidemiologic purposes, as:

e A person with erythema migrans; or

e A person with at least one late mani-

festation and laboratory confirma-
tion of infection.

General definitions:

Erythema migrans (EM): For
purposes of surveillance, EM is a skin
lesion that typically begins as a red
macule or papule and expands over a
period of days or weeks to form a
large round lesion, often with partial
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central clearing. A solitary lesion
must reach at least 5 ¢em in size. Sec-
ondary lesions may also occur. Annu-
lar erythematous lesions occurring
within several hours of a tick bite
represent hypersensitivity reactions
and do not qualify as EM. In most
patients, the expanding EM lesion is
accompanied by other acute symp-
toms, particularly fatigue, fever,
headache, mild stiff neck, arthralgia,
or myalgia. These symptoms are typi-
cally intermittent. The diagnosis of

EM must be made by a physician.
Laboratory confirmation is recom-
mended for persons with no known
exposure.

Late manifestations: These in-
clude any of the following when an
alternative explanation is not found.

® Musculoskeletal system: Recurrent,

brief attacks (weeks or months) of
objective joint swelling in one or a
few joints sometimes followed by
chronic arthritis in one or a few
joints. Manifestations not consid-
ered as criteria for diagnosis include
chronic progressive arthritis not pre-
ceded by brief attacks, and chronic
symmetrical polyarthritis. Addition-
ally, arthralgia, myalgia, or fibromy-
algia syndromes alone are not ac-
cepted as criteria for musculoskele-
tal involvement.

e Nervous system: Lymphocytic men-

ingitis, cranial neuritis, particularly
facial palsy, radiculoneuropathy or,
rarely, encephalomyelitis alone or in
combination. Encephalomyelitis
must be confirmed by showing anti-
body production against B. burgdor-
feri in the cerebrospinal fluid (CSF),
demonstrated by a higher titer of an-
tibody in CSF than in serum. Head-
ache, fatigue, paresthesia, or mild
stiff neck alone are not accepted as
criteria for neurologic involvement.

e Cardiovascular system: Acute on-
set, high grade (2nd or 3rd degree)
atrioventricular conduction defects
that resolve in days to weeks and are
sometimes associated with myo-
carditis. Palpitations, bradycardia,
bundle branch block, or myocarditis
alone are not accepted as criteria for
cardiovascular involvement.
Laboratory confirmation: is es-
tablished when a laboratory isolates
the spirochete from tissue or body
fluid, detects diagnostic levels of IgM
or IgG antibodies to the spirochete in
serum or CSF, or detects a significant
change in antibody levels in paired
acute and convalescent serum sam-
ples. States may determine the crite-
ria for laboratory confirmation and
diagnostic levels of antibody. Syphi-
lis and other known causes of biologic
false positive serologic test results
should be excluded as appropriate
when laboratory confirmation has
been based on serologic testing alone.

If you have questions, please call
804-786-6261.

* Submitted by Suzanne R. Jenkins, VMD,
MPH, Zoonotic Disease Control, VDH, and
based on a recommendation developed by the
Council of State and Territorial
Epidemiologis rd. ists and the Ceniers for Disease
Cont




Cases of Selected Notifiable Diseases, Virginia, September 1 through September 30, 1990.
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Disease State NW N SW C E ThisYr LastYr 5YrAvg
AIDS 39 S AR S S 460 302 192
Campylobacter n .19 8- 14 10 441 547 495
Gonorrhea 1101 - - - - - 13072 12035 12411
Hepatitis A 46 3 5 I 13 1 231 228 183
Hepatitis B 24 4 4 1 8 7 187 239 322
Hepatitis NANB 2 1.0 0 0 1 33 60 54
Influenza 0 0 0 0 0 0 768 1887 2102
Kawasaki Syndrome 2 0 0 0 1 1 18 18 19
Legionellosis 2 e O 0 1 0 11 8 15k
Lyme Disease 12 3.0 1 0 8 100 35 17
Measles 12 000 0 0 12 86 22 55
Meningitis, Aseptic 76 11 20 7 8 30 233 255 194
Meningitis, Bacterial* 11 1 1 4 1 4 109 140 152
Meningococcal Infections 2 1 .0 0 1 0 42 51 51
Mumps 7 QL 22 0 DS G 97 100 73
Pertussis 2 2 -0 0 0 0 17 30 29
Rabies in Animals 20 6 3 1 8 =2 153 200 211
Reye Syndrome 0 0 0 0 0 0 1 2 1
Rocky Mountain Spotted Fever 3 0 1 0 1 1 19 13 22
Rubella 0 0l 0 0 0o 0 1 0 3
Salmonellosis 213 22 43 33 62 B3 1020 1106 1190
Shigellosis 23 < WA 6 Lo 4 125 347 194
Syphilis (Primary & Secondary) 59 Seens - 11, 26 14 659 431 294
Tuberculosis 37 215 4 7 17 283 265 289

Localities Reporting Animal Rabies: Augusta 1 skunk; Brunswick 1 raccoon; Dinwiddie 1 raccoon; Fairfax 1 raccoon;
Fauquier 1 cat; Hopewell 2 raccoons; King William 1 cat; Loudoun 1 raccoon; Newport News 1 skunk; Orange 1 fox;
Page 1 skunk; Prince George 2 raccoons; Prince William 1 skunk; Russell 1 skunk; Spotsylvania 1 raccoon; Surry 1

raccoon; Sussex 1 raccoon; Warren 1 raccoon.

Occupational Illnesses: Asbestosis 16; Carpal Tunnel Syndrome 40; Coal Workers’ Pneumoconiosis 22; Dermatitis 1;

Loss of Hearing 12; Poisoning, Toluene 1.
* Other than meningococcal

Published monthly by the
VIRGINIA HEALTH DEPARTMENT
Office of Epidemiology

109 Governor St

Richmond, Virginia 23219

Bulk Rate
U.S. POSTAGE
PAID
Richmond, Va.
Permit No. 1225

0




	1990 001.jpg
	1990 004.jpg
	1990 002.jpg
	1990 003.jpg

